Hip Deformities in Adults
By F. CAMPBELL GOLDING, M.B. THE deformities of the hip which the radiologist sees in adult life may be the result of congenital or adolescent dyscrasia or disease, or may be recently acquired.
Amongst the common deformities, which the child carries into adult life, are those associated with congenital dislocation, pseudo-coxalgia, and slipped epiphysis. In any series of osteo-arthritic hips, a certain proportion are found to have this condition engrafted on one of these deformities. Or, looked at from the other aspect, it is difficult to imagine a hip-joint with any marked deformity escaping osteo-arthritis in later life. This is, no doubt, the distorted perspective of the radiologist, as he sees only those cases which give rise to symptoms.
Congenital dislocation of the hip ( fig. 1, Plate 1) .-This is a deformity of the acetabulum and in the radiogram shown it is seen that in spite of the youth of the patient, osteo-arthritic changes are taking place.
Slipped epiphysis.- Fig. 2 , Plate I, shows a deformity of the femoral head. It is a slipped epiphysis with a varoid neck. The surgeon has attempted to correct the deformity by an osteotomy, in spite of the abduction which has been produced, the neck is still forced to bear weight, with the inevitable result that osteo-arthritic changes are again occurring at an early age. In other words, any deformity of the hip is liable to put the age incidence of osteo-arthritis forwards by twenty or thirty years.
Infective conditions: Tuberculosis.-It is natural to begin with tuberculosis, as this disease is so common in routine orthopsedic work (see Table I ). 
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Of 270 patients seen at the Royal National Orthopeedic Hospital with hip disease, the age incidence was at a maximum between 3 and 7 years and, after 7 years declined progressivelv (see Table II , p. 43) .
Tuberculosis of the hip is, therefore, not very common in the adult. One is, however, frequently presented with a film showing a pathological change and asked: " Has this been a tuberculous joint in infancy ? " There are certain points on which an opinion may be formed:
(1) Healing of a tuberculous joint, especially by bony ankylosis, is a slow and imperfect process. If, therefore, ankylosis is complete and perfect, it is unlikely that the condition was tuberculosis, excluding the cases which have been secondarily infected and those operated upon.
(2) Tuberculosis causes an alteration in cancellous structure. Trabeculation becomes more dense and more widely spaced. I have also noticed that the joint below the seat of disease is affected in a similar fashion.
(3) Tuberculosis tends to leave behind it small, irregular, dense, homogeneous deposits of calcium in the region of the joint-space. These appear to persist indefinitely.
Tuberculosis does not always begin in synovial membrane or subehondral bone. It may commence in neighbouring bone and extend into the joint. Examples of this are the metaphyseal focus and the ischial deposit. These lesions have to be differentiated from osteomyelitis, and the metaphyseal lesion also, from a cyst.
Gonococcal infection.- Fig. 3 , Plate I shows the result of a gonococcal hip. At first sight it resembles a coxa plana but the patient was 25 years old, he had no previous deformity, he was, in fact, a professional footballer, and the changes followed a gonococcal infection at the eighth week. After the age of 14 years, the sex incidence alters as shown.
The diagnosis of a gonococcal joint is very difficult, as there do not appear to be pathognomonic features or characteristic points upon which one can entirely rely in all cases.
Charcot's di8ease.-The diagnosis of a Charcot's joint is usually fairly obvious. It is uncommon to see the early stages of the condition in an X-ray department, as the onset is usually insidious. Sometimes the early stages may be found by radiographing other joints, which appear to be symptomless, in a frank case of this disease.
The proportion of patients who develop this condition is about 2-4% of syphilitics and the hip-joint is usually third in the order of frequency, being preceded by the knee and ankle or foot.
Spontaneous fracture is sometimes an early symptom of Charcot's disease. Fig. 4 , Plate II shows an unusual example of a spontaneous fracture in the hip with development of excess bone.
The radiologist should not alter his diagnosis because the Wassermann reaction is negative; this has been my experience in 50 % of cases.
A joint may show both atrophic and hypertrophic features. A patient presented himself for treatment at hospital with bilateral Charcot's joints, atrophic on one side and hypertrophic on the other. He stated that his occupation was that of a tight-rope walker.
Trauma.-After an injury, the radiologist is largely concerned with the question of deformity produced and the degree of union. He is also expected to provide Proceedings of the Royal Society of Medicine excellent films of the lateral view, irrespective of the size of the patient and the wealth of apparatus in which the limb is held. It is depressing to be confronted by a heavy patient lying in the concavity of a bed and, when viewed from the feet, the hip does not appear above the skyline. Fig. 5 , Plate II shows the unfortunate late result of a dislocation which was reduced. There are multiple deposits of bone in soft tissues round the joint.
Tumours.-Tumours of the hip bear no special features. The exostoses cysts and the chondromas are the same as elsewhere. One case of multiple chondromatoses is of some interest as it has been followed over many years. This patient had over 150 loose bodies in the hip-joint; they were removed but are now forming again, in spite of the fact that a large part of the synovial membrane was excised.
Protrusio acetabuli.-Acetabular protrusion depends only on a malacic process in the acetabulum. It is associated with many disease processes. These may be subdivided in many ways. One convenient classification is:
(1) Any destructive disease, which by chance happens to involve this site, e.g. tuberculosis, syphilis, Paget's disease, sepsis, neoplasm, or echinococcal disease ofbone.
(2) The rheumatic group: Non-specific infections, rheumatoid arthritis, gonococcal disease-if you care to put this under this heading-and osteo-arthritis, although I believe this is always a secondary process.
(3) A peculiar group, the aetiology of which is unknown. The characteristic features are a very thin wall of the acetabulum and an intact cartilage, into which the head is buried to a varying extent. The acetabulum may be so deep that a facet forms by contact of the lesser trochanter and ischium. It appears to me that this condition arises in early life. I know that trauma is considered to be the main setiological factor in most cases. In 23 cases I thought that any trauma which the patient mentioned was the exciting cause for treatment rather than the origin of the process. Once the condition has developed, it does not appear to increase. Mr. Jenner Verrall published a case of this disease in 1929,1 the extent of the protrusion in this patient is still the same but she is developing osteo-arthritis.
Rheumatoid arthritis does not appear to be very common in the hip-or, alternatively, it may be that in a disease which is so frequently generalized, the clinician is content with the radiograph of a smaller joint. The main points are: (i) Loss of cartilage-even loss of joint space. (ii) Sub-chondral changes-generally distributed.
(iii) Decalcification of senile type. (iv) General lack of outstanding features and great similarity in appearances in all cases. Osteo-arthritis: The radiological aspect of osteo-arthritis is practically a dead subject-in contrast to the recent surgical adventures. Apart from the salient features of loss of cartilage at the weight-bearing point, local sclerosis of bone, and new bone formation, cavitation of bone is one of the most persistent findings and may even be the earliest evidence of osteo-arthritis; another feature is that the head tends to move out of the acetabulum, and a third point is that new bone forms in the acetabulum.
In a series of 300 patients with this condition, cavitation was present in 91%.
The head was moving outwards in 53%, and there was evidence of acetabular bone in 39%. I have heard arguments waged on the point. Does the head move out because it is pushed out by this formation of bone ? or does the head move out and the bone form secondarily ? These percentage figures suggest the latter theory. In any case, this bone is formed in the acetabulum, but not as its name implies, from the acetabulum. It is deposited on the femoral head.
